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DECLARATION by APPLICANT: qri(f m *sqr !-ll
1) I hereby confirm lhal all delails in this Form are True to the best ol my knMedge. Any false statement will rondsr my Application & ongoing asslstanca, lf any.

liable tor rejection/cancellauon.
2) I solemnly i:onfim that assisianct, if r€crived f.om Koshika Foundation. will be used only for the 'purpos€', sE stated in thls Form, for whhh sudl assistance

was requested by me.

Sit frereUy conn.m tnaf t have nol E will not in future, avail of reimbursement, in part or in full, from any other sourc€/employer/insurance company, of lhe amount

for whrch this assistance is requested.
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MENDED FOR ACCEPIEIiCE
Manager Oweacrl+ f€q €<fd

(A rrlil d Sh.dr. EY. Car Tnc.)
* 18/til, Tl*yttld.h Rod, Uf.. Ta* Bcd Ar!.
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SIGNATURE ol TRUSTEE 1

ar$ 6ffitn t

1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

uie/pubtistr/put-uplreproduce my name, address, photo & details of the 'purpose', for which such assistance is .equested/granted, through any

medium, inciuding but not limited fo verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminaling information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or fulfiiment ot the'purpose'

Ior which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose', for which such assistance is requestsd/granted,

will not automaticalty enti(e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistranca will rest solely

with the Trustees of Koshika Foundation, and their decision is this rogard will be final and acceptabl€ to me.

r) Es yqr q( qci ERnfl qr d,ri a1 e1q qqr6{, { (!crt<6) qr{ {6rtl d 1e ottr (qi'clRrtr srd}rrr qk Tt.d <rffi 'd qfttt qm tft ft .l[r,

rcr. rntd qlr vl tuq{q Eq yr: { slfrn t, TC '6tftr6r' qq\ qr$, cn, qfl/sr I€f Eikq f g$ ffifrfirqf ect 3trdfd{ql + ffi ffi {l rm qldn

i r$frd 6d + frq qFr{a tr it yqr 6I frq{q ii Yclc * lrd qr sR i oli + frc "6ift6l srsgs{" q qS ufu{d tr

2)I(in+(s)rsaats6q(ti6t{rq,rra,ntdetfqq{lrq}f6{[r{dr+s\dxqit!fih*5nER:(lFr sl EF(I{ 1drrrar ggsriqI

"alRmr" wt crd qrftrqi 6t filiq 3rtdq olR irqcrt fiIl

By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/palient for tlnancial assistance from Koshika Foundation, we

(Hosprlal) hereby affirm & accepl following:
i) ttrat wi neitndr are presently nor will inJuture avail of firancial assistance from anolher NGO or any other source, for th€ samo pationucase, as we are

rJquesting to get lrom Koshak; Foundation, to the extent that such assistance is granted by Koshika Foundalion. lflhe requested assistance is not granted

Uyioifrit", fo-unOrlion, in part or in full. then the Hospital reservos it's right to m;ke up the shortfullfrom another NGO or any other source. This

c6nfiimation essentially st;tes that the Hospital will not avail any duplicaae assistance for the same patienucase trcm any othsr NGO or any oth€r source.

iiTte assistance from Koshrka Foundalio; is only financial in ;ature. The choice of the treatmenuprocedure advised/conducted by the Hospitalon the

iiti",itilG."i 
"" 

in" anangement beween th;patient & the Hospital, and is in no way influenced bJ Koshika foundalion. Hence. lhe Hospital will

liirri *f" a io.pf"te resp;nsibitity of the treatment & il's oulcome & safety ofthe patient, and Koshika Foundalion will have no role or rosponsibility

in the matter.
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